Brain tumours can produce a variety of psychiatric symptoms and can occur without neurological symptoms or focal neurological signs. Occasionally, the early manifestations of a tumour may consist of psychiatric symptoms and the patient may first come to the attention of the psychiatrist. This emphasises the importance of medical experience in the mental health professional so that appropriate treatment of underlying pathology is not delayed.
One retrospective study of psychiatric patients admitted to hospital found that in those patients with brain tumour the diagnosis is usually made only after definite neurological symptomshaveoccurred (Remington & Rubert, 1962) . Another study estimated thatapproximately one outof every200 patients admitted toa psychiatric unit hadcerebral tumours (Parry, 1968) . In surveys of largenumbers of patients withbraintumours, psychological symp toms occurred in the majority at some time during their illness (Keschner et a!, 1938) . One more recent report describes several patients with such tumours who presented with psychiatric symptoms but virtually no neurological changes (Binder, 1983) . The following case illustrates a patient with pituitary microadenomawho presented with psychiatric symptoms.
Case report
The patient was a 26-year-old, married, white woman. She presented for an evaluation of panic attacks. She denied any history of seizures or heart disease. She complained of approximately six months of mild low mood, fatigue, and weight gain (7 kg) before the onset of her panic attacks. She also reported some irregularity in her menstrual cycle although she had a history of irregularity. Several weeks later, a thin-cut CT of the sella turcica revealed a microadenoma of the left-anterior lobe of the pituitary. Her in-patient diagnosis was Cushing's syndrome with panic attacks.
The patient was subsequently admitted for trans sphenoidal resection of the pituitary. She was put on replacement hormones and subsequently did well. The episodes of panic and anxiety ceased following surgery and the patient has remained free of symptoms since that time (18 months). Her blood pressure at follow-up was 130/79 mmHg.
Discussion
Psychiatric symptoms are not uncommon in patients with brain tumour (Uribe, 1986) . Pituitary tumours account for approximately 10% of all cerebral tumours in neurological patients and for about 13% of the cerebral tumours found in psychiatric patients (Sumner, 1969) . These tumours have been associated with various forms of psychopathology (Davison & Bagley, 1969 (Lishman, 1978) . Similarly, her psychiatric disturbance was not due to obstruction of the circulation of cerebral spinal fluid, since her tumour was very small and there was no evidence of increased intracranial pressure. This individual did not report any social stressors which could account for her low mood or anxiety. Her negative family history, while not accounting for all genetic input, would suggest that she was not a strong risk for familial endogenous depression. The lack of precipitants combined with menstrual irregularity, weight gain and increased intrascapular fat caused clinical suspicion that her psychiatric complaints were related to an endocrinological problem. Although it would be premature to indicate a causality between her tumour and her psychiatric symptoms, the patient's history and the large body of literature concerning endocrinological disturbances in mental illness do provide modest convergent evidence in favour of an organic contribution to her illness.
The availability of routine screening of serum electrolytes and urea was important to this situation.
Since thepatient had fewphysical complaints and wasseen byherregular physician four monthsbefore herpsychiatric contact, onecould haveeasily omitted blood chemistry from her evaluation. This omission could have led to tragic consequences. Although this patient had no primary physical complaints, her medical condition was quite serious. Pituitary tumours are merely a small part of the medical conditions which sometimes present as psycho pathology. This case would not have come to proper treatment so quickly had it not been for the Psychiatry (1991), 158, 427â€"429 as are rheumatoid arthritis, dermatomyositis, scleroderma and polyarteritis nodosa. A change in our conception of the course of SLE has come about as a result of more sensitive diagnostic methods. Thedisorder, whichismorecommon than was previously thought, hasan incidence ofabout 4.2per 100000 population (Ridley et a!,1988) . Itdoesnotnecessarily havea rapid and fulminant course aswas previously believed (Hughes, 1979) , Systemic lupus erythematosus (SLE) is a mem ber of the collagen or connective-tissue diseases,
